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the ordinary type, Its incidence in western Europe appears to be
diminishing but it is still common elsewhere. In the secondary stage
nodular iritis also occurs, the nodes being chiefly on the inner half of
the iris and characteristically on the pupillary margin (see Fig. 47, b).
Deep-seated nodes occur but do not attract attention so readily.
Cyclitis is less frequent and less prominent than In tuberculous cases,
and anterior choroiditis still less frequent. Interstitial keratitis of any
severity is accompanied by some degree of iritis.
Gonococcal iritis is pre-eminently plastic and produces a gelatinous
exudate. Synechiae are numerous and occlusio and seclusio pupillae
are common. Relapses are characteristic. The condition is essentially
septicaemia and is often accompanied by arthritis of the same aetiology.
Keratic precipitates are rare.
Metastatic iritis secondary to septic foci is more frequent in diabetes
mellitus, but is not truly diabetic in pathology. Diabetes mellitus,
however, induces a haernorrhagic iritis in which the vessels of the iris
are extremely varicose; these cases show also vitreous opacities and
degeneration in both the retina and choroid.
When herpes zoster involves the naso-ciliary branch of the ophthalmic
division of the trigeminal nerve, severe irido-cyclitis is very liable to
develop. The absence of normal vascular tone and of trophic impulses
makes this type exceedingly resistant to treatment and the prognosis
is grave. Hypotension or hypertension of the globe is a common
accompaniment. (See also CORNEA, INJURIES AND DISEASES, Vol. Ill,
p. 430.)
Sympathetic irido-cyclitis occurs in a healthy eye following perforating
injury of the fellow eye, sometimes after a latent quiescence of years
but usually within two to six months. (See BLINDNESS, Vol. II, p. 414.)
During the acute stage the patient should remain in bed in a darkened
room for one to two weeks. Diaphoretics and diuretics are useful and
the bowels should be kept gently open. Diet should be full but digestible.
Local medicinal treatment aims at rest, warmth, and diminution of
vascular congestion. Atropine sulphate 0-5 to 1 per cent, in the form
of drops or ointment, is put into the eye every three hours at first
and, when dilatation of the pupil has followed, continued twice a day.
Drops of cocaine hydrochloride solution 2 per cent relieve pain and
enhance the action of atropine. Synechiae resisting atropine may be
broken down by subconjunctival injection of 5 minims of mydricaine
or by the instillation of laevo-glaucosan. Heat is applied either by hot
bathing for twenty minutes four or five times daily or by electric heaters
or charcoal boxes for similar periods. Diminution of congestion is also
assisted by the application of two leeches to the temple; this treatment
is especially valuable in cases with gelatinous exudate into the anterior
chamber, and whenever the intra-ocular tension is raised. Leeches may
be applied every forty-eight hours till the anterior chamber is free
from exudate or the intra-ocular tension has fallen. In the absence of
leeches blistering of the temple by cantharidin is a good substitute.